TIPS
The patient is a 50-year-old man who presented to the emergency department (ED) with abdominal pain in April 2015. The patient's history was significant for alcohol abuse, hepatitis C, and liver cirrhosis diagnosed 4 years previously. An abdominal computed tomography (CT) scan subsequently demonstrated liver cirrhosis ( Fig. 1A and B) and an eccentric mass-like focal thickening of the sigmoid colon measuring 3.9 × 3.2 cm ( Fig. 2A and B) . The patient was then referred to the colorectal surgery for further workup. The patient underwent a colonoscopy, and a colonic mass biopsy revealed carcinoma in situ. The plan was to undergo repeat colonoscopy for tattooing of the lesion. However, the patient then presented to the ED with abdominal pain and hematuria. A small-bowel follow-through demonstrated multifocal moderate small-bowel dilation and delayed transit time consistent with small-bowel obstruction (Fig. 3) . A repeat CT of the abdomen and pelvis showed a 12 × 11.8 × 11.5 cm mixed soft tissue low-density lesion (Fig. 4A-C) at the superior right lateral aspect of the bladder without a clear fat plane demonstrated between the lesion and the bladder.
The patient then underwent a laparoscopic sigmoid colectomy with end colostomy and closure of the distal rectal stump in June 2015. Intraoperatively, the mass thought to be arising from the bladder was found to be an intraperitoneal abscess likely from a perforated appendix, so appendectomy and abscess 
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drainage were also performed during the surgery. The patient was then diagnosed with stage IIA colon adenocarcinoma. In July 2015, the patient underwent laparoscopic lysis of adhesions for release of small-bowel obstruction and drainage of a new peritoneal abscess.
The patient was not a surgical candidate for ostomy reversal and parastomal hernia repair secondary to portal hypertension and engorged intra-abdominal veins. The patient then presented to the ED in April 2017 for diffuse abdominal pain and bleeding and passage of large clots through his stoma. The patient underwent esophagogastroduodenoscopy (EGD) and there was no evidence of varices or portal hypertensive gastropathy. CT angiogram performed on admission showed prominent venous collaterals to the stoma (Figs. 5A-C and 6). The patient then underwent TIPS procedure for portal venous decompression and selective inferior mesenteric vein varix embolization using N-butyl cyanoacrylate (NBCA) mixed with ethiodol in April 2017 (Figs. 7-10 ). The inferior mesenteric vein varices were confined only to the sigmoid colon, which was the external portion of the ostomy. The patient was discharged from the hospital in stable condition a few days later.
Discussion
Patients with liver cirrhosis and portal hypertension commonly develop varices that typically arise in the gastroesophageal region. Rarely, "ectopic" varices occur at other sites along the gastrointestinal tract; these varices account for only 5% of variceal bleeds [1] . The first case of stomal varices was described in 1968 during a study that used surgical colon exclusion for treatment of hepatic encephalopathy [2] . Since that time, there have only been anecdotal or small case series with shortterm follow-up periods in the current literature [2] .
Patients present with stomal hemorrhage from stomal varices, which can be recognized as a purplish hue in the area of the stoma [1]. Bleeding from stomal varices is an uncommon entity but carries an estimated risk of death of 3%-4% [3] .
However, the mortality from initial bleeding can be quite high (40%), likely secondary to delay in diagnosis and treatment [4] . Various imaging modalities such as ultrasound and CT aid in diagnosis demonstrating cirrhosis, stigmata of chronic liver disease, and location of varices.
Although the standard of treatment for stomal variceal bleeding is not fully established, treatment currently ranges from conservative management to surgery [5] . The recommended first step in the treatment of an acute variceal bleed includes local therapy, including application of pressure, epinephrine-soaked gauze, Gelfoam, suturing, and cauterization [1,2]. Band ligation and sclerotherapy have been described as options for management but at high risk of necrosis and perforation [2] . In a patient in need of portal decompression, TIPS is the preferred treatment as this will treat the underlying pathology by decreasing portal hypertension [6, 7] . The TIPS can be performed alone or in combination with variceal embolization. Most reports in literature describe the use of coils for embolization. In cases of TIPS failure, surgical shunting is appropriate [2] . A liver transplant is the ultimate management for patients with decompensated liver failure and recurrent stomal variceal bleeding [6] .
Coil embolization has a high incidence of recurrent hemorrhage secondary to vessel recanalization and new varix formation eventually necessitating intervention [2, 5] . TIPS procedure with the use of coil embolization of stomal varices has been described, but no evidence suggests this is superior to TIPS alone [2] . There have also been reports in the literature describing rebleeding post TIPS even when the trans-sinusoidal pressure gradient is reduced to less than 12 mm Hg [2] . In most cases in the current literature, TIPS has been performed with or without coil embolization or, in 1 study, with NBCA embolization alone [8] . To the best of our knowledge, there are no reports in the current literature of management of stomal variceal hemorrhage using a combination of TIPS and NBCA variceal embolization.
Conclusions
We present an uncommon case of stomal variceal bleeding treated with TIPS and sigmoid colon variceal embolization using NBCA. Stomal varices are a rarely reported topic in the literature and there are no standard treatments currently established. Although unusual, recognizing this entity as a source for stomal bleeding is paramount for expeditious diagnosis and management. 
